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A recertification survey was conducted from April
2, 2008 through April 4 2008. The full survey
process was ulilized. - A random sample of four
clients was selected from a residential population
of seven males with mental retardation and other
- | disabiliies. The survey findings were based on.
observations in the group homme and at four day
programs, interviews and a review of records,
including unusual incident reports.

Observations conducted throughout the survey
revealed concems-related to the health and
safety of Client#1. On April 4, 2008, a
determination was made that an immediate
jeopardy of Client #1's health and safety existed.
The facility's Qualified Mental Retardation®
Professional (QMRP) and House Manager were
notified of the safety concerns regarding the
immediate jeopardy at 5:28 PM. The surveyors
remained onsife until the facility addressed the
.serious and immediate jeopardy by initiating a
plan that prohibited Client #1's retumn to the day
program until his mealtime service at the program
was addressed. The support was designed to
protect Client #1 from potential harm. '

The outcome of the survey resulted in the facility’s |
failure to be in compliance with the Conditions of
| Participation in Governing Body and Client
Protection. . . .
W 102 | 483.410 GOVERNING BODY AND : W 102 _ oo
MANAGEMENT

The facility must ensure that specific governing
body and management requiremenis are met.

o -.’}

RY DIRECTOR'S OR ?WTEW’UER REPRESENTATl@GNATURE é[}ﬁ LE _ (X6) DATE

eficiency statement ending with an asterisk (*) dénotes a deficiency which tﬁinsﬂtuiion may be excused from cormecting providing it is determined that
ofier safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. ‘If deficiencies are cited, an approved plan of correction is requisite to continued
program participationi. ‘ ’
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This CONDITION is not met as evidenced by:
The faciiity's goveming body fziled to maintzin
general operating direction over the facility o
ensure the provision of active treatment and the
clients' health and safety [ See W184 and W127].

The results of these systemic practices revealed
the facility’s Governing Body failed to adequately
govern the facility in @ mannear that would ensure
- clients' were free from neglect. [See also W122 ]
W 104 | 483.410(a)(1) GOVERNING BEODY w 104

The goveming body must exercise general palicy,
budgat, and operating direction over the facility.

This STANDARD is not met as avidencad by:
Based on observation, interview and record
review, the fadility's Governing Body fziled v
maonitor and/or revisa its aperation direclians o
ensure the facility's environment was appropriate
and provided for the health and safety as well as
.| activa freatment services for one of the four
clients (Client #1) included in the sample.

| The finding includes:

QObservation at the residential facility on April 2,
2008 at appraximately 4:41 PM ravealad Client #1
entering the facility. The client required the
assistance of two direct care staff (one on each
side of the clienf) to ambulate to the radliner chair
that was lncated in the living reom. Interview with
staff on April 2, 2008 at approximately 5:02 PM
revealed that Client#1 required the support of at
least two people i ascend the exterior front
stairwell in order to entar the facilily. Staff further
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W 104 | Continued From page 2 W 104|Client #1's DDS case manager
revealed that Client #1 somelimes must be submitted a referxal for a
carried up the stairwell barrier free environment on

Observation of at the residential faciliy on Agril 4, 04/08/08. CMS, Inc. Program
2008 =t approximately 3:44 PM revealad Client#1 - |Director ‘submitted a letter to|
.| entering the facifity with the assistance of three Client #1's case manager, attoxr—
staff members. The staff were pcsit_ioned behind, ney, and guardian to identify
1o the right, and in front af Client#1 in order to o '
3ssist him into the faciiity, While ambulating frem . ] .,
the front entrance to the recliner chair, the client | Client #1. The facility will
was cbserved to have the assistance of two staff communicate with DDS twice a
persons. month to follow=up on Client#l'|s

placement. 5/05/08

a barrier free facility for

Interview was conducted with the Qualified Mental
Retardation Professional (QMRP) and former
Haouse Manager (HM) on April 4, 2008 at 5:26 PM
to ascartain information about the aforementionead
concem regarding Client #1 ' s ambulation
into/aut of and around the facilily. According to
the interview, Client #1 was being assessad to
fransition to ancther residential placemant. The
QMRP revealed that on March 12, 2008 the
Interdisciplinary team initiated a plan that would
include Client#1 moving to a more barrier free
envirmnment The plan consisted of acquiring a
physical therapy assessment, obtaining a
neurological evaluation and a cardiology
evajuation. The team further agreed to
reconvene regarding the matter in thirty days. |t
sheould be fusther noted that the former HM
revealed that the f=cility had been meeting with
the Department of Disabilily Services (DDS) since
2006 regarding Client #1 transitioning out of the
facility. Centinued interview with the formiear HM
reveaied that since 2006 Client #1's case
manager has changed and the change caused a
delay in his transitien nta another homa. The
former HM also revealed that the client’ s
funciioning had decreased within the past year.
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Interview with the nurse on April 3, 2008 at 6:00
PM also ravealed that Client #1 nesded & more
barrier free environment.

Reviaw of Client #1' s records on April 4, 2008 at
5:25 PM revealed a social work assessment
dated August 2, 2007. According to the review of
the assessment, the consultant recommended to
"lncate a facility that is barrier reduced far his
placemeant." At the time of the survey, the
governing bady failed ta ensure the matier
regarding Client #1's new placement had bean
adequately addressed in order o pruvide 2 more
barrier fres living environment.

483.410(d)(3) SERVICES PROVIDED WITH
OUTSIDE SOURCES

The facility must gssure that outside services
meet the needs of each client,

This STANDARD is not met as evidenced by.
Based on observation, interview and record
raview, the facility falled 1o ensure that outside
servicas met the needs of two of four clients
(Client #1 and Client #4) included in the sample.

The findings include;

1. The facility failed to ensure the day program
staif provided Client #1 with meals that ware
prepared in accordance with his prescribed
dietary arder,

Obsearvalian of the dinner meal on the svening of
April 2, 2008 at approximately 5:47 PM and staff
interviaw revealed Client #1 was served fish
sticks, creamed corn, eollard greens, milk, water
and peaches. Clignt #1's meal was puread and

w104

W 120
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his beverages wera thickened. A staff member
was further ohserved to be situated next [ the
client during his meal. It should be noted that the’
client was alse observed to be edentulous.
Review of Client #1's April 2008 Physician’s- |
Orders on April 3,2008 at 4:47 PM revealed he
was prescribad a low sodium, law fat, low
chalesterol pureed diet and thickener was fa be
added to his liquids.

Obsarvation at Client #1's day program on April 4,
2008 at approximately 11:48 AM revesled the
client seated at a fakle in a rcom eating lunch
with his peers. Closer observation and interview
Wwith the day program staff revealed the client was
sating greens, breaded fish fillet, macawoni and
cheease, juice and mik. It shoukl be noted
however, that Client #1’s fish fillet was cut up info
bite sized pieces; the macaroni and cheese and
the prepared collard greens were portioned and
served without any spacial modifications to their
form and/or consistency as required by Client #1's
dietary order. Continued observation revealed
that siaff ware present in the dining room but
intermitently left the room. Day program s&ff
was not observed to be continuously by his side
during the lunch.

While the Client #1 was sating his lunch, the day
program staff monitoring the meal was asked if
she was awara aof the clients dietary ordar and
aware that the cliant had not received the correct
textured diet The staff person acknowledged the
client's dietary order as a puraed diet with
thickened beveragas, but fajled to infervenea with
the served meagl in order to pravide the client with
the porect texhied digt, Due to the siaff
members failure to address the observed food
texture concern, the staff member was asked
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W 120 | Continued From page 5 _ W 120 (}.YA meeting was held at Client
who was responsible for preparing the clients' #1's day program on 04/10/08.
| meals at the day program. The staff member Client #1's diet was reviewed.
replied that it was the responsibility of another The facility requested that staff
staff member-at the day program and further be trained client#l's diet
indicated that the responsible staff person was in e tralned on - I >
the kitchen. ) feeding. protocol, and@zcmg to ome
‘ supervision prior to Client #1's
| Interview was conducted with the staff person return to the program. The day
responsible for preparing Client #1's meal on April program trained their staff and

4, 2008 at 11:52 AM to ascertain if she was

f - i ictivi X le fo
aware of Client #1's prescribed dietary order. provided an activity schedule fof

According to that staff person Client #1's meal ~{Client #1. In th? future; the -

was to be pureed or chopped.” The staff member . QMRP will make upannounced Visif;F

further revealed a document, located in the ‘lat Client #1's day program during

kitchen, that indicated Client#1 was to receive a iunch to ensure they adhere to :

No Added Salt (NAS), low fat, low cholesterol his diet. Co ' 5/05/08

pureed diet with thickened liquids. When the staff
member was informed of the consistency of the -
meal that was served to Client #1, she indicated
he could eat it in the manner it was served.

Interview was conducted with the day program
nurse on April 4, 2008 at 12:04 PM that revealed
Client#1 was to.-have a pureed diet due to being
' at risk for aspiration. When the nurse was
informed that Client #1's meal was not served as.
prescribed, she immediately stopped the client
from eating and told the kiichen staif person to
prepare another meal for him in accordance. with
his dietary order (pureed). At the time of the
survey, the facility failed to ensure the day
program provided Client #1's meal in accordance |
with his prescribed dietary order. (See also
W127) .

2. The facility faited to ensure infection control
techniques were systematically implemented at
the day program.
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© W 120 | Coniinued From page 6 W 120}2. A meeting will be held at
Observation at Client #4's day program on April 3, Client #4's day program to discpuss
2008, beginning at 10:06 AM ravealed the client's Infection Control and revising

fingemails were missing on hoth of his thumbs. .
The exposed area on each thumb appeared to ba Client #4's goal to preven
discolored (brawnlsh pink). Staff were contamination. : 5/23/08
intarviewed on April 3, 2008 at 10:35 AM o '
ascertain if they were aware of the
aforementioned observation (no thumkb nails).
The staff revealed that they were not aware that
the client had no nails on his thumbs and
instructed the surveyor fo talk with the day
Program nurse.

Interview with the day program nurse on April 3,
2008 =t 10:48 AM revealed that the nurs= was not
awara of the missing thumb nails. After being
notified of the cbzearvation, the nurse axamined
Client #4's thumbs and revealed that they ware
infected.

Continued obsearvation at Client #4's day program
on April 3, 2008, at 10:58 AM revealed the client
assisting with setting the table for funch. The
client was observed to place plastic bibs, cups
and Dycem mats on the table. A 11:00 AM, after
selting the items on the &ble and prior fo
disseminating them at each place sefting, the
client was observed to stick his hands in his
mouth. Staff witnessed the action and escorted
the client to the restroom to wash his hands. The
client then returned to the table to place the jtems
at each place setting. It should be noted :
however, that the day pregram staff failed 10
provide any protective covering for the client's
hands to prevent the contamination of the tems
despite the nurse acknowlsdging the fact that the
client’s thumbs were infeched.

W 122 | 4B3.420 CLIENT PROTECTIONS W 122
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Continued From page 7
The facility must ensure that specific client
protections requirements are met.

“This CONDITION i$ not met as evidenced by:
Based on ocbservation, interview and record
review, the facility failed to ensure the health and
safety of each client by making certain all meals
were served in accordance with prescribed
dietary orders [See W127]; failed to ensure
parents/guardians were notified of serious
incidents [See W148]; failed to implement policies
and procedures that ensured clients’ health and
safety [See W149}; and failed to ensure that all
injuries of unknown source were reported [See
W153}; failed to ensure that prior fo the use of
more restrictive techniques, the client's record
documented that programs incorporating less
intrusive techniques had: been attempted and
were ineffective [See W278]; failed to provide
barrier free environment to ensure client's health .
and safety risk [W104}; and failed to provide 1:1
supervision to ensure clients’ health and safety

[W249].

The effects of these systemic practices results in
the failure of the facility to protect its clients and to
ensure their health and safety. -

483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore the facility must inform each client,
parent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.

W 122/Cross reference W120, W148, W149}

W249, W104, W249

W 124

6/8/08 -
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This STANDARD is not met as évidenced by,
Based on Interview and record review, the facility .
failed to ensure the righfs of each client and/for
their legal guardian te be informed of the client's
medical candition, developmental and behavioral
status, attendant risks of treatment, and the right
to refyse treatment, for one of the four clients
(Client #3) included in the sample. :

The finding includes:

The facility failed to provide evidence that
informed consent was obtained from Client #3
and/or his legal guardian for an increase in
dosage of his psychobropic medication.

Observation of the evening medicadtion
administration on April 2, 2008 at approximately
7-15 PM revealed Client #3 recelvéd medications
including Seroquel FC 400 mg and Naltrexone
Hydrochloride 50 mg. Interview with the
medication nurse during the medication
administration revealed the aforementioned
medications were used to address the clienf's
behaviors.

Interview with the former Hause Marnager (HM)
an April 2, 2008 at 9:40 AM revealed that Client
#3 did not have the capagity to give Informed
consent for the use of medications and
habllitation services, The former HM's statement
was verified on April 4, 2008 at 12:39 PM through
raview of Client #3's psychological assessment |
dated July 8, 2007 According io the assessment,
Client #3 “does nat evidence the capacity b make
decisions on his own behalf regarding granting,
refusing, and/or withdrawing cunsent to medical
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treatments; regarding treatments other than -
medical, regarding habilitation, day programming -
or work; regarding type and place of residence;
regarding finances; and/or regarding [ife planning;
and he does not have the capacity to execute a
durable power of attorney.” Additionally,
continued interview with the HM on April 2, 2008

revealed that Client #3 did not have a legal

guardian. S

Review of Client #3's medical record on April 3,
2008 at 5:30 PM revealed a written physician's
order dated July 12, 2007 that documented to
increase the client's Seroquel to 300 mg twice a
day (previous order indicated Client #3 received
Seroquel 100 mg in the morning and 200 mg in
the evening). Continued review of Client #3's.
written physician's orders revealed an additional
increase in the the client's Seroquel on October
11, 2007 to 400 mg twice daily. Interview was
conducted with the Qualified Mental Retardation
Professional (QMRP) on April 3, 2008 at 5:40 PM
that revealed that Client #3's medication was
increased due o an increase in the client's
exhibited behaviors. The QMRP was then

queried to ascertain if Client #3 and/or his legally

authorized representative was informed of the
medication increases and to determine if copsent
was obtained for the medicafion changes. The
QMRP revealed that there were consents
ubtained from Client #3's father located in his
record. However, review of Client #3's record and
further discussion with the QMRP failed to
provide evidence that any type of consent (written
and/or informed) had been abtained prior to the
aforementioned psychotropic medication
increases. At the time of the survey, the facility

| failed to provide evidence that informed consent

was obtained from the Client #3 and/or legally -

W 124

for a limited guardianship hearing
1foxr Cliemnt #3. At the hearing a
|1imited guardian will be identified.
The QMRP will contimue to follows
up with Client #3's case manager| ..
weekly regarding the status.

. Meanwhile, the QMRP will contact
Client #3's fathexr to get consent
for the use of psychotropic
medication. . 5/14/08

The fagility is-gurrgutly awéiti;g
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authorized representative for the increase in his
_ psychotropic medications. ] ’ ’

w 125 | 483.420(a)(3) PROTECTION OF CLIENTS W 125|Cross reference Wi24 . | 5/14/08
: | RIGHTS ~ : . ' ’

The facility must ensure the rights-of all clients.
Therefore, the facility must allow and encourage
individual clients to exercise their rights as clients
of the facility, and as citizens of the Uniied States,
including the right to file complaints, and the right- |
fo due process. '

This STANDARD is not met as evidenced by:
‘|.Based on staff interview and record review, the
facility failed to ensure that a system had been
developed to inform each client, parent or legal
guardian of the client's behavioral status, risk of
treatment, and the right to refuse treatment for
one of four clients (Client #3) in the sample.

The finding includes:

The facility failed t0 ensure clients' rights were

| protected by making certain each clienthada
legally sanctioned representative fo assist them
with making decisions regarding their treatment.

[See W124] ,

W 127 | 483.420(a)(5) PROTECTION OF CLIENTS W 127
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients are
not subjected to physical, verbal, sexual or
psychological abuse or punishment.

This STANDARD is not met as evidenced by
Based on observation, interview and record

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: QX2011 Facility 02 09(G037 'If continuation sheet Page 11 of 42




From: To:HRA 05/08/2008 12:562 #2286 P.013/085

-

DA/Z5/2ZU08 VA Z3 FAA ZUZ44zuasu . ona
' PRINTED: 04/25/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OME NO_0938-0391
STATEMENT DF DEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA £<) MULTIFLE GONSTRUCTION : {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING -
B
09G037 WING 04/04/2008
NAME OF PROVIDER OR SUPFLIER ‘ STREET ADDRESS, GITY, STATE. ZW¥* CODE
cM5 : 3815 ALBERMARLE STREET NW
WASHINGTON, DC 20002
{4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION - )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATDRY OR LSC IDENTIFVING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENGY) A
W 127 | Cantinued From page 11 _ W 127|Cross reference W120 #1 05/05/08%

review, the facifity failed to ensura the health and
safety of cne client by making certain all meals
were sgrved in accordance with prescribed
dietary arders, for one of the four clients (Client
#1) included in the sample.

The facility failed to ensure Client #1's day
program pravided Chent #1 with meals that were
prepared in accordance with his prescribed
dietary order.

The finding includes:

A. Qbssyrvation of the dinner meal on the evening
of April 2, 2008 at approximately 5:47 PM and
staff interview ravealed Client #1 was served
fishsticks, creasmed com, collard greens, milk,

| water and peaches. Client #1's meal was pureed
and his beverages were thickened. A staff
meamberwas further abserved to be situated next
to the dlient during his meal. It should be noted
that the client was also observed to be
edantulous. Review of Client #1's April 2008
Physician's Orders on April 3,2008 at 4:47 PM
revealed he was prescribed a low sodium, low fat,
low cholesterol pureed diet and thickener was o
be added v his liquids.

Observation at Client #1's day program on Apal 4,
2008 at approximately 11:48 AM revealed the
client seated at a table n 2 roorn eating lunch
with his peers. Closer ohservation anad interview
with the day program staff revealed the client was
gating greens, breaded fish fillet, macaroni and
cheese, julca and milk. It should be noted
however, that Client #1's fish fillet was cut up Into
bite sized piaces; the macaroni and cheese and
the prepared collard greens were portioned and
served without any special modifications to their
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form and/or consistency as requirad by Clhient #1's
dietary order. Continued observation revealed
that staff were present in the dining room but
intermittently left the rpom. Day program stafT
was fot observed to be continuously by his side
during the lunch,

Whila the Client #1 was eating his lunch, the day
program staff monfiaring the meal was asked if
she was aware of the client's distary order and
aware that the client had not received the comect
textured dist. The staff person acknowledged the
client’s dietary order as a pueed diet with
thickaned beverages, but failed to intervena with
the served meal in arder to pravide tha client with
the carrect texhured diet. Dua to the staff
members failure to address the observed food
texture concern, the staff member was asked
wha was rasponsible for preparing the clients’
meals at the day pragram. The staff member
repliad that it was the responsibliity of another
staff member at the day program and further
indicated that the responsible staff person was in
-| the kitchen. -

Interview was conducted with the staff person
responsible for preparing Client #1's meal on April
4, 2008 at 11:52 AM fo gscertain if she was
aware of Client #1's prescribed dietary order.
According fo that staff person Client#1's meal
was to be puread ar chopped. The staff member
further revealed a document, Incated in the
kitchen, that indicated Client#1 was o receive a
No Added Salt (NAS), fow fat, low cholesteral
pureed diet with thickened liquids. When the staff
member was informed of the consistency of the
meal that was served ta Client #1, she indicated
he could eat It in the manner jt was served.
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Interview was conducted with the day program
nurse on April 4, 2008 at 12:04 PM that revealad
Client #1 was {o have a puread diet due {0 being
at risk for aspiration. Wher the nurse was
informed that Client #1's meal was not servad as
prescribed, she immediately stopped the client
from eating and told the kifchen staff person to
prepare another meal for him in accordance with
his dietary order (pureed).

B. Interview was conducted with the residential
facility's former House Manager (HM) and

| Qualified Ments] Retardation Profassional
(QMRP) on April 4, 2008 at 5:13 PM ta verify
Client #1's dietary order and ascertain the reason
why the client was prescribed his pureed diat with
thickened beveragas. According to the HM,
Client #1 received a puread diet with thickened
liquids due his risk for aspiration.

Review of Client #1's records on April 4, 2008, at
approximately 7:35 PM revealed a spesch and
Jlanguage evaluation dated August 1, 2007.
Accoming to the assassment, "Client#1 has a
history of aspiration of thin liquids. A Modified
Barium Swallow study was last conducted in May
2007 at Washington Hospital Center. -A moderata
ta severe oral phase of swallow was detected.
Coughing and choking were noted to ocour after
swallaw injtiation.” Continued review of the
assessment revealed a recommendation that
documented , “one to one supervision at
mealiimes is needed.” The assessment also
docurnenied that Client #1 tolerated a
“blenderized pureed diet with thickened Jiquids
(pudding consistency).” It further described his
eating at mealfimes and indicated that he had
“the tendency to stwvel his food...”

[
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| Review of the facility's incident reports on April 2,

limited to, serious illness, accident, death, abuse,
or unauthorized absence,

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure parents/guardians were notified
of serious incidents, for one of four clients (Client
#6) résiding in the facility. :

The finding includes:

2008 beginning at 10:23 AM revealed an incident
involving Client #6 dated June 28, 2007.
According to the report, Client#6 was
administered Client #7's medications. Interview
was conducted with the former House Manager
(HM) on Apiil 2, 2008 at 9:40 AM that reveated
that Client #6 had a brother that was his legal
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W 127 | Continued From page 14 W 127! Cross reference W120 #1 5/5/08
Note: The QMRP was notified on April 4, 2008 at ' :
5:28 PM of the State Agency's determination that
the day program's failure to provide Client #1 with
meals in accordance with his prescribed dietary
order. This failure resulted in neglect which
posed a serious and immediate threat fo Client
#1's health and safety. The surveyors remained
onsite until the facility addressed the serious and
immediate jeopardy by initiating a plan that
prohibited Client #1's retumn to the day program
until his mealtime service at the program was
addressed. The support was designed to protect
Client#1 from potential harm. : . .
W 148 | 483.420(c)(6) COMMUNICATION WITH W 148|In the fature, Client #6's
CLIENTS, PARENTS & . guardiancw#lk] be notified when
: N . ) o ‘there ds-an* incident involving'
The facility must 'no’nfy promptly the client's the facility. The facility will
parents or guardian of any significant incidents, or i : _ e s ea g N
changes in the client's condition including, but not contact the individuals® guardian/ 4
family when there is an incident|. 576/08
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W 148 | Continued From page 15 - ) W 148

guardian and was involved with his care. Af the
fime of the survey, however, there was no
documented evidence that revealed Client #6's
brother was notified of the aforementioned
incident. : S .
W 149 | 483.420(d)}(1) STAFF TREATMENT OF W 149 fn the future, the facility will
CLIENTS _ ' ensure that ail dncidents are
reported in a timely manner. The

The facili i ment written P
he facility must develop and implement . management staff will recieve

policies and précedures that prohibit S —eT St
mistreatment, neglect or abuse of the client. additional training on the :
- . incident management policy. 6/3/08

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
| failed to implement policies that ensured the
client's health and safety, for one of the four
clients (Client #1) included in the sample. -~ N i
The findings include:

The facllity failed to ensure thé tirrie‘ly reporiing of
incidents as documented in its “Incident
Management" policy.

‘Review of the facility's incident reports on April 2,
2008 beginning at 10:23 AM revealed an incident
involving Client #7 dated February 11, 2008.
According to the report, Client #7 was discovered
| with a cut on his forehead.

Interview was conducted with the former House
Manager (HM) on April 2, 2008 at 10:35 AM fo
ascertain information regarding the facility's
incident management system. According to the
former HM, incidents were to be reported to the ‘ .
administrator. The former HM's statement was
verified on April 2, 2008 at approximately 11:00
AM when the facility's incident management
policy and corresponding protocol were reviewed.
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According to the protocol aentitled “Serious
Reportable Incidents,” immediate verbal
notifications were ta be completed for incidents
that documenied Injuries of unknown origin.
Review of the facility’s incident management
palicy documented that the administrator was to
be verbally notified,

At the time of the survey however, the facility
failed to provide evidence that the administrator
[ was notified of the aforrmentioned incident (See
W153). Additionally, the facility failed to provide
evidence that the incident management policy
and profoceol were implemented as outiined.

W 153 | 483.420(d)}(2) STAFF TREATMENT OF
CLIENTS

The facility must ensure that ail allegations of
mistregtment, naglect or abuse, as well as
injuries of unknown sourcs, are reparted
immediately to the administrater or to other
officials in accordance with State law through
established pracedures.

This STANDARD is not met as evidenced by:
Based on interview =nd record review, the facility
failed to ensures that all injurious of unknown
souree were immediately reporied 1o the
adminisiratar or to other officials in accordance
with Sfate law, for one of the sevan clients (Client
#6) that residad in the facility. '

The finding includes;

Raview of the facility's Incident reports on April 2,
2008, beginning at 10;23 AM revealed an incident
involving Client #7 dated February 11, 2008,
According to the report, Client #7 was discoverad

W 149

W 153

Cross reference Wi49

06/3/08
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with a cut on his forehead.

Interview was conducted with the former House
Manager (HM) on April 2, 2008 at 10:35 AM to
ascertain information regarding the facilify's -
incident management system. According to the
former HM, all incidents were to be reported to
the administrator. Further review of the incident
report however, revealed that there was no
documented evidence that indicated the ‘

- | administrator had been notified. Atthe time of
the survey, the facility failed to provide evidence
that ensured the administrator was immediately
. noftified of the aforementioned incident. - : .
W 159 | 483,430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

Each client's active freatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on observation, interview and- record
review, the facility failed to ensure each client's
active treatment program was integrated,
coordinated and monitored by the Qualified
Mental Retardation Professional (QMIRP), for
three of the four clients (Clients #1, #2, and #4)
that resided in the facility.

The findings include:

1. The QMRP failed to ensure staff were o 1. The facility will train the.

effectively trained to implement Client #3's ' staff on Client #3's BSP, inter-

Behavior Support Plan. [See W194] vention strategies, and doc— -

2. The QMRP failed to.ensure a comprehensive umentation on 5/23/08. 5/23/08
functional assessment of behavioral needswas | - 2. Cross reference W21l4 5/14/08
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6. The QMRP failed to ensure Client #3's

. collection forms were effectively monitored.

use of more restrictive techniques, the client's
record documented that programs incorporating
less intrusive techniques had been attempted and
were ineffective. [See W278]

behavior support plan and corresponding data

Interview with the- QMRP and review of Client #3's
records on Aprit 4, 2008 at 12:39 PM revealed the
client had a Behavior Support Plan (BSP) dated
November 26, 2007. The plan documented that
Client #3 had challenging behaviors of :
non-compliance, physical aggression, eloping,
spitting, hoarding, masturbation, repetitive
fiddling, touching others and puliing his hair.

Continued review of the BSP on April 4, 2008
revealéed intervention strategies (verbal
redirection and touch control) were used to assist
Client #3 with his chalienging behaviors.
According to the plan, verbal redirection was o
be used by staff whenever Client #3 was about to
engage in and/or engaged in any one of his
targeted behaviors. The plan further indicated
that touch control was to be utilized if the verbal

cms . WASHINGTON, DC 20008
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W 159 | Continued From page 18 W 159
conducted for Client #4. [See W214]
3. The QMRP failed to ensure objectives 3. Cross reference W229 5/14/08
documented in the Individual Program Plan (IPP) )
were stated separately, in terms of a single .
behavioral outcome for Client #3. [See W229]
4. The QMRP failed to ensure that Client #3 4. Cross reference W249 5/14/08
received continuous active treatment services
and needed interventions. [See W249]
5. The QMRP failed to ensure that prior to the 5. Cross reference W249 5/14/08

6. The facility will train the
staff on Client #3's BSP, inter—

vention strategies, and documen—| -
tation on 5/23/08. In the future

the QMRP will review the Clients
data monthly to ensure proper
documentation.

| 5/23/08
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redirection did fot work and anly if the situation
was serious or important.  The plan cautioned
that touch control “should be 3 last resort” and

usad "only if quick action is required” The plan
additionally documented that staff were
responsible for documenting the “tatal
frequengizs of [Client #3's] bghaviors and the
frequencies of staff intervention steps™ on the
bshavioral data sheetl. '

Review-of {he corresponding data collection
forms on April 4, 2008 at 10;32 AM revealed
evidance that Client #3 exhibited challenging
hehaviors monthly. The-data collection form was
designed for staff to document the frequency that
sach behavior occurred and the intervention
strategy (either verbal redirection or touch contol)
that was used. Continued review of the data
collection forms hawaver, revealed several
occasions where intervention stratagies were not
utilized in accordance with Client #3's BSP when
targeted behaviors were exhibited. For example:

a. May 7, 2007 (12:00 AM to 8:00 AM shift) - The
data coliaction form documented that Client #3
engaged in 1 incident of hoarding items, 2
incidents of pulling his hair, 1 incident of repetitive
figdling with objects, 2 incidents of
non-compliance, and 3 incidents of Inappropriate
masturbation. Review of the intervention
steategy documentation for the aforamentioned
date revealed that one instance of touch cantrol
was the only intervention uiilized.

b. May 12, 2007 (12:00 AM to 8:00 AM shift) -
The data collection form documented that Client
#3 engaged in 1 incident of repetitive fiddling with
objects, 1 incident of spitting on people and 3

= incidents of inappropriate masturbation. Review l
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. May 22, 2007 (12:00 AM o 8:00 AM shift) -

of the intervention strafegy documeniation for the
aforementioned date revealed no intervention
strategies were implemented.

The data collection furm decumsnted that Client
#3 engaged in 3 incidents of pulling his kair, 3
incidents of spitting on people and 2 incidents of
inappropriate masturbation, Review of the
intervention strategy documentation for the
aforementioned date revealed that touch control.
{twa imes) was the anly intervention utilized..

d. May 23, 2007 (12:00 AM 1o 8:00 AM shift) -
The data collection ferm documented that Client
#3 engaged in 1 incident of spiting on people and
3 incidents of inappropriate masturbation.

Review of the intervention strategy documeniation
for the aforementioned date revealed that touch
control (three times) was the only intervention
utilized. ’

e. May 25, 2007 (12:00 AM to 8:00 AM shiff) -
The data collection form documented that Clisnt
#3 engaged in 3 incidents of spitting on people
and 2 incldents of inappropriate masturbation.
Review of the intervention strategy documentation
for the aforementioned date revealed no
intervention strategies were implemented.

f May 26, 2007 (8:00 AM to 4:00 PM-shift) - The
data collection forrm documentad that Client #3
engaged in 3 incidents of hnarding items, 4
ineidents of pulling his hair, 1 incident of repefitive
flddling with objects, 4 incidents of
non-compliance, 3 incidents of aggrassion to
others and 3 incidents of elopament related
behavior. Review of the intervention strategy
documeniation for the aforementioned date
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revealed no intervention sirategies were
implemented.

g. May 31, 2007 (12:00 AM to B:00 AM shifi) -
The data collection form documented that Client
#2 engaged in 1 incidents of hoarding items.
Review of the intervention strategy documentation
for the aforementicned daie revealad no
intarvention strategias were implamented,

h. May 31, 2007 (8:00 AM o 4:00 PM shift) - The
data collection form documented that Client #3
engaged in 3 ncidents of inappropriate
masturbation. Review of the Infervention strategy
documentation for the aforamentioned date
reveaied no intervention straieges were
implermented. '

i. June 12, 2007 (12:00 AM 1o 8:00 AM shiff) -
The data collection form documented that Client
#2 did not engage in any of his largeted behaviors
but touch control was used as an infervention
strategy twice.

j. June 18, 2007 (12:00 AM to 8:00 AM shift) -
The data collection form documented that Client
#3 did not engaged in 8 incidents of spitling on
people. Review of the intervention sirategy
documentafion for the aforementioned date
revealed no intervention sbetegies were
implemented.

At the fime of tha survey, the facility failed o
provide evidence that the QMRF effectively
monitored Client #3's BSP to ensure that the data
caollection and/or the implementation of
intervention straiegies were completed/conducted
in accordance with the BSP.

W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM W 184

FORM GMS-2567(02-08) Previous Versions Obsalats Event 1D: Qx2011 Facliity 1Dz 09G037 If continuation sheet Page 22 of 42



From: To:HRA 05/09/2008 12:55 #2268 P.024/065

Wa/ZH/72008 Vatzd FAA ZUZ4QGLDa9U onn -
' PRINTED: 04/25/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMRB NQ, 0838-0391
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA ' (%2) MULTIFLE CONSTRUCTION () DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BLUILDING
, [e)
_ 09GD37 B. WIN 04/04/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
cMs ’ 3915 ALEERMARLE STREET NW
. WASHINGTON, D 20008
X 10 : SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION xs)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORNMATION) T TAR CROSS REFERENCED TGO THE APPROPRIATE DATE
. ' . DEFICIENCY) .
W 194 | Confinued From page 22 W 184

Staif must be able to demanstrate the skills and
tachniques necessary to implement the Individual
program plans for each client for whom they are
responsible,

This STANDARD is not met as evidenced by:
Based on observation, interviews and the review
of records, the facdility’s staff failed to demonstrate
competency in the implementation of each clients
Individual Pregram Plan (IPP) for one of the four
clients included in the sample. (Client#3)

The finding includas:

The facility failed fo provide evidence that the
direct care staff were able to demonstrate
competancy in the implementation of Client #3's
Beshavier Support Plan (BSP).

Observation on Client#3 on April 2, 2008 ai 5:12
PM revealed the client standing In the dining
rmom with a plastic egy in his hand. The client
was pbserved to open and close the syg several
fimes. The client was also observed inserting his
index finger in the egg then rubbing his inger -
across his lower Jip on several occasions. 1t
should ba noted that at least one direct care staff
was present and witnessed the activily.

Interview with the Qualifed Mental Refardation
Professional (QMRP) and review of Client #3's
recards an April 4, 2008 at 12:35 PM revealed the
client had a BSP dated November 26, 2007. The
plan documented that Client #3 had several
challenging behaviors including repetitive fiddling.
The plan further documented strategies that
incorporated the use of verbal redirection and/or if
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necassary fouch contral whenever Client #2
engaged in any of his targeted behaviors.
Additionally, the plan included the use of 1:1
siaffing supports at all fmes 1o assist the-client
witht addressing all of his targeted behaviors
During the aforementioned cbservation, staif was
nat observed fo intervene and/or address the
client's fiddiing. Furthermore, throughout the
survey, Client #3 was not observed to have 1:1
staffing supports at all imes.(See also W2439). At
the fime of the survey, the facility failed fo ensure
staff were able to demonstrate skills necessary o
impiement Cliant #3's behavior support plan

: consistently and as outlined. :

" W 214 | 483 .440(c)()(ii) INDIVIDUAL PROGRAM PLAN W 214

The comprehensive functional assessment must
identify the client’'s specific develapmental and
behavioral management needs. :

This STANDARD is not met as evidenced by:

| Based an interview and record review, the facility
'} failed tp ensure a comprehensiva functional

assessment of behavioral neads was conducted

for one of four clients (Client #4) included in tha

sample. ’

The finding includes:

The fagility failed to assess Clieni #4's
thumb-sucking behavior. '

Qn April 2, 2008, Client #4 was observed in the
home betwaen 4:46 PM and 86:31 PM. At 6:14
PM and 5:28 PM, the client was observed sucking
his thumb.

The client was observed on April 3, 2008 in his
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W 214 | Continued From page 24 ' W 214 The faellity psychologist will
day program between 10:02 AM and 11:06 AM. ' clarify, revise, and expand

At 10:11 AM, an interview was conducted with the Client #4's BSP of thumbstucking. |5/14/08
client's day program case manager and ' :
classroom coordinator. According to the day
program case manager, Client #4 had a Behavior

| Support Plan (BSP) that included targeted
behaviors of aggression and self-injurious
behavior (handbiting). When further queried
regarding the client's.exhibited behavior of
thumbsucking, the case manager and the
¢lassroom coordinator both reported that they had
not observed the client sucking his thumbs.

It should be noted however, that continued
ohservation of the client at the day proegram on
April 3, 2008 between 10:42 AM and 10:56 AM
revealed the client sucked his right thumb on
several occasions. At 11:00 AM, while assisting
staff in the lunch room, Client #4 was not only
observed to suck his thurnbs but he was
observed with severat fingers in his mouth.

An interview was conducted on April 2, 2008 at
6:42 PM with the facility's former house manager
who confirmed that the client routinely sucked his
thumb, however, thumb sucking was not among
the behaviors targeted in his BSP. Furthermore,
interview with the facility's Registered Nurse
verified that Client #4's thimbsucking was a
behavior.

At the time of the survey, the facility failed to
provide evidence that Client #4's observed
thumbsuckirig behavior had been assessed and
addressed as warranted.

W 229 | 483.440(c)(4)(i) INDIVIDUAL PROGRAM PLAN W 229

The objectives of the individual program plan
must be stated separately, in terms of a single
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W 229 | Continued From page 25 W 228
behavioral outcome. :

This STANDARD is not met as evidenced by: : The facility"s psychologist will
Based on observation and record review, the revise Client #3's Behavioral
facility failed to ensure objectives documented in :
the Individual Program Plan (IPP) were. stated
separately, in terms of a single behavioral
outcome, for one of the four clients (Client #3)
included in the sample.

pbjective to list it separately .
therefore it could be measured. [5/14/08.

The finding includes:

Obseérvation of Client #3 on April 2, 2008 at 5:19
PM revealed the client exhibited repetitive fiddling
behavior, Review of Client#3's habilitation
record on April 4, 2008 at 10:04 AM revealed a
Behavior Support Plan (BSP) dated November
26, 2007. According to the BSP Client #3 had
challenging behaviors that included touching
others, hoarding, pulling his-hair, aggression to
others, repetitive fiddling, noncompliance, spitting
on people, and inappropriate masturbation.
Continued review of the BSP revealed there was
only one objective documented in the plan. The
objective was documented as “reduce
inappropriate behaviors to zero per month."

Interview with the Qualified Mental Retardaticn
Professional (QMRP) on April 4, 2008 at 10:32
AM revealed that the one objective (reduce
inappropriate behaviors) was used to measure
each of the aforementioned challenging
behaviors. At the time of the survey, the facility
failed to ensure that Client #3's BSP documented
objectives separately, making certain that each

- objective identified a single behavioral outcome.

W 249 | 483.440(d)}{(1) PROGRAM IMPLEMENTATION W 249
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As soon as the interdisciplinary team has
formulated a client's individual program plan,
sach client must recaive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievemnent of the
objectives identified in the Individual program
plan. :

This STANDARD [s not met as evidenced by:
Based on obsesvation, interview and record
review, the facility failed to snsure each client
received continuaus active ireatment services,
including needed interventions, for one of the four
clients (Client #3) included in the sample.

The finding includes:
‘The facility failled to implement Client #3's

Behavior Support Plan (BSP) as evidenced
below:

During the entrance conferenca on Aprll 2, 2008,
at approximately 9:40 AM, interview with the
former House Manager (HM) revealed that Client
#3 raceived 1:1 supervision for sight (8) hours
daily. The former HM further revealed that Client
#3 received tha 1:1 staffing supports only while at
the day program. The special staffing support
was implemented to assist Client #3 with
addressing. maladaptive behaviors of glopement.
aggression and seif injurious behaviors.

Observation of Client #3 on the svening of April 2,
2008 (between 4:31 PMand  6:35 PM) and
observation of Client #3 on April 3, 2008 at his
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day program (from 11:56 AM-12:14 PM) verified
the aforermentioned staffing supports. Client#3
was nat abserved ta have a 1:1 staff while in the
residential faciiity but was observed to have the
assistance of the 1:1 staff person witlla at the day
program. .

Interview was condughed with Client #3's 1:1 staif
on April 3, 2008 &t 12:08 PM to ascar@in
information regarding the 1:1's responsibilities.
Accarding to the inierview, the 1:1 staff revealed
that he/she provided 1:1 support for Chent #3
Menday through Friday. The 1:1 further indicated
that Client #3 had behaviors of elopernent and
aggressian and haviag 1:1 supports assisted the
dlient with addressing those behaviors.

Intarview with the Qualified Menial Retardation
Professional (QMRP) and review of Client #3's
records an April 4, 2008 at 12:32 PM revealed the
client had a Behavior Support Plan (BSF) dated
November 26, 2007. The plan documented that
Client #3 had challenging behaviors of
non-compliance, physical aggression, eloping,
spitting, hoarding, masturbation, repelitive '
fiddiing, touching athers and puliing his hair-

Continued review of the plan revealed a sechon
entitlad, *Need for 1:1 Staffing.” .According to that
section, the plan documentad that “Client #3 is
primarily a danger to himssif and/or ofhers
without a 1:1 staff person atall imes. He hasa
paychiatric Axis I impulse Conlro) Disorder and
his behaviors are unpredictatla day, night,
weekends, upstairs, downstairs, on the van and
anywhere atanytime. For example, [Client #3]
may at any moment suddenly attempt ta elope or
he may grab another person sexually. Toa less
dangermus extent he may embarrass fiimself or

W 243

-
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‘ others by acting out sexugily or inappropriately at
anylime without a 1:1 staff peraon monitoring his
behaviors smund athers, in front of windows,

eie... [Client#3] does much better when a familiar
‘staff person is next to him, immediately next ¢
him.* The plan further documented that the
"[Client #3] is also & danger to ofhers when heis
not properly redirected by someone such as a
1:1, as he may be more aggressive at thesa
fimes. It should be noted that the aforementionad
information was found not anly in the BSP dated
Novemnber 26, 2007 but also in Client #3's
pravioys BSP's dated Februay 21, 2007 and
August 9, 2007, .

Review of the carresponding daia sheels
between the months of April 2007 and June 2007
revealed the following Information regarding the
frequency of Client #3's exhibited challenging
behaviars of elopement, inappropriately fouching
others, pulling his hair and aggression. For
sxample; ’

April 2007 - 1 incident of tauching others and 78
incidents of pulling his hair.

May 2007 -3 incidents of elopement, 3 touching
oifiers, 73 incidents of pulling his hair, 7 incidents
of aggression.

Juna 2007 - 7 incident of elopement, 11 incidents
of touching others, 70 incidents of pulling his hair,
and 21 incidents of aggression.

Review of the facility Psychotropic Medication
Review farms an April 3, 2008 at  §:31 PM

revealed the client engaged in incidents of the
aforementioned challenging behaviors as detalled
bejow:

July 2007 - 1 incident of elopemant related
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behavior, 1 incident of touching others, 158
incidents of pulling his hair, and 8 incidents of
aggression,

August 2007 -1 incident of touching others, 69
incidents of pulling his hair, and 11 incidents of
EQQI‘ESSIUH

Septemnber 2007 -2 incidents of elopement
behavior, 4 incidants of touching others, 185
incidents of pulling his hair, and 7 incidents of
agaression.

NOTE: Review of Client #3's regords on Apiil 3,
2008, st approximatiely 5:21 PM revealed a
written physician's order (dated July 12, 2067)
that documented the client was te increase his
Seroquel from 100 mg every moming and
Seroquel 200 g every evening to Seraqual 300
mg twice daily. Continued review of the client's
record on April 3, 2008, at 5:40 PM reveaaled
another wntten physi:ian's order dated October
11, 2007, The order documented that the client
was prescribed to start Seroquel 400 mg twice A
day. Interview with the Licensed Pracfical Nurse
(LPN) on April 3, 2008 at 8:25 AM verified that the
client's medication had been increased dus fo an -
increase in exhibited behaviors. o]

It should be also noted that review of the client's
records revealed the client coniinued {o engage in
the aforementioned challenging behaviors
through March 2008

Qctobar 2007 - 0 incident of elopement related
behaviar, 0 incident of touching athers, 43
Incidents of pulling his hair, and 0 incidents of
aggressian

Novermber 2007 - B incident of touching others;
55 incidents of pulling his hair, and 1incidents of
aggression.

MAA requesting. additiomal hours

for omne~to—one wervices for’
Client #3. The facility will

increase Client #3's one-to-one

hours>fzom 8 hours Monday-—
Friday to waking hours Monday-
Sunday. -

5/14/08
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December 2007 -0 incidents of €lopement

behavior, 2 incidents of touching others, 55

incidents of pulling his hair, and 4 incidents of
- aggression. :

January 2008 - 1 incident of elopement related -
behavior, 1 incident of touching others, 158
incidents of pulling his hair, and 8 incidents of
aggression. ' .

February 2008 - 1 incident of touching others, 63
" | incidents of pulling his hair, and 11 incidents of
aggression. . .

March 2008 - 0 incidents of elopement behavior,
1 incidents of touching others, 61 incidents of
pulling his hair, and 0 incidents of aggression.

At the time of the survey, the facility failed to
ensure Client #3 was provided with continuous
active treatment including needed supporis to
address his challenging behaviors.

W 262 | 483.440(f)(3)()) PROGRAM MONITORING & W 262
CHANGE . : .

The committee should review, approve, and
monitor individual prograrms designed to manage
inappropriate behavior and other programs that,
in the opinion of the commitiee, involve risks to

| client protection and rights.

This STANDARD is'not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that Client #3's increase in
psychotropic medication had been reviewed and -
approved by their Human Rights Committee

| (HRG).

The finding includes:
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- | Observation of the-evening medication
administration on April 2, 2008 at approximately .
7:15 PM revealed Client #3 received medications
including Seroquel FC 400 mg and Naltrexone
'Hydrochloride 50 mg. Interview with the
medication nurse during the medication
administration revealed the aforeméntioned
medications were used to address the client's
behaviors.

Review of Client #3's records on April 3, 2007, at
approximately 5:31 PM revealed a written
physician's order (dated July. 12, 2007) that
documented the client was to increase his
Seroquel from 100 mg every morning and
Seroquel 200 mg every evening o Seroquel 300
mg twice daily. Continued review of the client's

- record on April 3, 2008, at 5:40 PM revealed
another writfen physician's order dated October
11, 2007. The order documented that the client
was prescribed to start Seroquel 400 mg twice a
day. Interview with the Licensed Practical Nurse
(LPN) on April 3, 2008 at 9:25 AM verified that the
client's medication had been increased due to an
increase in exhibited behaviars. -

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of the facility's
Human Rights Committee (HRC) meeting
minutes on April 4, 2008 at 9:48 AM revealed
HRC meetings dated were held July 2, 2007,
August 6, 2007, October 8, 2007 and November
29, 2007. Review of the corresponding meeting
minutes for the aforementioned dates failed to
provide evidence that the increases in Client #3's
Seroquel had been reviewed and approved. At
the time of the survey, the facility failed to ensure
its HRC reviewed and approved Client #3's
psychotropic medication increase prior to its

ensure that Client #3's increas
of psychotropic medication will
be approved by the HRC prior to
it's administration. The HRC will
be present at the medication

review to review Clients' chang
of medicakiom. - 5/23/08

W 262| 1n the future, the QMRP will 4
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483.440(f)(3)(i1) PROGRAM MONITORING &
CHANGE | -

The committee should instre that these programs
are conducted only with the written informed
consent of the client, parents (if the clientis a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility's Human Rights Committee
(HRC) failed to ensure written informed consent
had been obtained from the client and/or their
legal guardian for the use of behavior support
plans, for one of the four clients (Client #3)
inciuded in the sample.

The finding includes:

Observation of the evening medication
administration on April 2,.2008 at approxxmately .
7:15 PM revealed Client #3 received medications
including Seroquel FC 400 mg and Nalirexone
Hydrochloride 50 mg. Interview with the
medication nurse during the medication
administration revealed the aforementioned
medications were used to address the client's
behaviors. - ’

Review of Client #3's record on on April 4, 2008
at 12:39 PM revealed the client had a Behavior
Support Plan (BSP) dated November 26, 2007.
The plan documented restrictive technigues that
included 1:1 staffing supports, touch control and
the use of psychotropic medications (Revia and
Seroque!). It should be noted that interview with
the former House Manager (HM) on April 2, 2008

CMS
WASHINGTON, DC 20008
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at 9:40 AM revealed that Client #3 did not have
the capacity to give informed consent for the use
of medications and habilitation services. The
former HM's statement was verified on April 4,
2008 at 12:39 PM through review of Client #3's
psychalogical assessment dated July 9, 2007.
Additionally, continued interview with the former
HM on April 2, 2008 revealed that Client #3 did:
not have a legal guardian. At the time of the
survey, the facility failed to provide evidence that
its Human Rights Committee had obtained written
informed conserit for the use of Client #3's
behavior support plan from a legally authorized
representative. [See also W124] :
W 278 | 483.450(b)(1)(1il) MGMT OF INAPPROFRIATE W 278
CLIENT BEHAVIOR ) '

Procedures that govern the management of
inappropriate client behavior must insure, prior to
the use of more restrictive techniques, that the
client's record documents that prograrms
incorporating the use of less intrusive or more
positive techniques have been tried systematically
and demonstrated fo be ineffective.

This STANDARD is not met as evidenced by:
Based on interview, observation, and record
review, the facility failed fo ensure that prior to the
use of more restrictive techniques, the client's
record documented that programs incorporating
less infrusive techniques had been attempted and
were ineffective, for one of the four clients (Client
#3) included in the sample. :

The finding includes:

Review of Client #3"s records on April 3, 2008, at
approximately 5:31 PM revealed a writien
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physician's order (dated July 12, 2007) that
documented the client was to increase his
Seroquel from 100 mg every morning and
Seroquel 200 mg every evening to Seroquel 300
mg twice daily. Continued review of the client's
record on April 3, 2008, at 5:40 PM revealed
anather written physician's order dated October
11, 2007. The order documented that the client
was prescribed to start Seroquel 400 mg twice a
day. Interview with the Licensed Practical Nurse
(LPN) on April 3, 2008 at 9:25 AM verified that the
client's medication had been increased due to an
increase in exhibited behaviors. '

(Cross Refer W249) interview with the former
House Manager (HM)on April 2, 2008, at
approximately 9:40 AM revealed that Client #3
received 1:1 supervision for eight (8) hours daily.
The former HM further revealed that Clienf #3
received the 1:1 staffing supports only while at the
day program. The special stafiing support was
implemented to assist Client #3 with addressing
maladaptive behaviors of elopement, aggression
and self injurious behaviors. The former HM's
statement was verified through observation on
April 2, 2008 and- April 3, 2008.

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of Client #3's
records on April 4, 2008 at 12:39 PM revealed the
client had a Behavior. Support Plan (BSP) dated
November 26, 2007. The plan documented that
Client #3 had challenging behaviors of
non-compliance, physical aggression, eloping,
spitting, hoarding, masturbation, repetitive
fiddling, touching others and puiling his hair.
Continued review of the plan revealed a section
entitled, "Need for 1:1 Staffing.” According to that
section, the plan documented that "Client#3 is
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primarily a danger to himself and/or others
without a 1:1 staff person at all times. He has a
psychiatric Axis I: Impulse Control Disorder and
his behaviors are unpredictable day, night,
weekends, upstairs, downstairs, on the van and
anywhere at anytime.,, [Client #3] does much
better when a familiar staff person is next to him,
immediately next to him." It should be noted that
the aforementioned information was found not
only in the BSP dated November 26, 2007 but
also in Client #3's previous BSP's dated February
21, 2007 and August 9, 2007.

Confinued interview with the former HM ‘on Aprit
2, 2008 revealed that the facility had not been
approved by the Medicaid Assistance
Administration (MAA) for the cost of providing
Client #3 with 1:1 staffing supports at all times
and therefore, the special staffing supports had
not been implemented as outlined. At the time of
the'survey, the facility failed to provide evidence
that prior to the use of a more restrictive
technique, a less restrictive technique had been
implemented and proven to be ineffective in order
to address Client #3's challenging behaviors.
(See also W249)

W 322 | 483.460(a)(3) PHYSICIAN SERVICES W 322

The facility must provide or obtain preventive and
.1 general medical care.

This STANDARD  is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure general and preventative care
services, for two of the four clients (Clients #2
and #4) included in the sample. '
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The finding includes:

1. Observation of Client #4 at the residential -
facility on April 2, 2008, at 5:14 PM revealed the
client was sucking his thumb. Closer observation
revealed the client's fingernails were missing on
both of his thumbs. The exposed area on each
thumb appeared to be discolored (brownish pink).
Interview with the former House Manager (HM) at
6:42 PM revealed that the client had an infection
on both thumbs that would. not heal because of
the client's continuous thumb sucking behavior. -

.Additionally, the former HM revealed- that the

client thumbs were being treated for an infection.

Review of Client #4's medical record on April 4,
2008 at 5:17 revealed the client was seen by the
dermatologist on July 17, 2007. According to the
dermatological consultation form, the client was

.| diagnosed with chronic paronychia affecting both

thumbs that was secondary to his thumb sucking
and behavioral nail trauma. The dermatologist
prescribed Triamcinoloone Cream to be applied
on the client's thumbs twice daily for three weeks.
Additionally, the dermatologist recommended
Castellani Paint to be applied once daily to deter
the client from sucking his thumbs. Continued
review of the consultation form revealed that the
dermatologist documented that the Castellani
Paint "would not initiate systemic antifungals as

.the problem is caused by a behavior. The foul

taste of the Castellani Paint will deter thumb
sucking and be therapeutic due to antifungal
properties.” It should be noted that interview with
the nurse verified that Client #4's thumb sucking
was a behavior and his nails would not heal until
the thumb sucking ceased. At the time of the
survey, the facility failed to provide evidence that
services weré being provided to effectively treat
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W 322 | Continued From page 37 W 322| Client #2 is scheduled to folloy—
Client #4's thumbs. (See also W214) up with audiologist on 5/15/08.
2. Review of Client #2's re_cord on April 4, 2008 ‘The primary nurse and the QMRI}
at 7;04 RM revegled the client was seen by an will meet monthly to review and
audiologist. Review of the consuitation form that medical intment
revealed the client was recommended to return ensure that medieal appointme .o
after his ears were cleared. Interview was are scheduled-dw - timely mannet. 5/ 15/08
conducted with the Qualified Mental Retardation
Professional (QMRP) at approximately 7:10 PM
to ascertain if the client had returned for the -
audiological revisit and/or find out if the revisit
was scheduled. At the time of the survey, the
facility failed to provide evidence that Client #2
was seen for a follow up audiological visit.
W 325 | 482.460(a)(3)(ii)) PHYSICIAN SERVICES W 325

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determined necessary by the
physician.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure routine laboratory studies were
conducted, for one of the four clients (Client #1)
included in the sample.

The finding includes:

1. Review of Client #1's April 2008 Physician's
Orders on April 3, 2008 at 4:47 PM revealed
orders that documented the client receive
laboratory tests including HBA1C every 3 months
and a Liver Function Test (LFT) every 6 month.
Interview with the nurse via telephone on April 4,
2008 and continued review of Client #1's record
failed to provide evidence that the
aforementioned recommended tests were

Client #1's LFT and HgbAIC was
done on 4/24/08. The primary
nurse:wiFl-“be responsible for

order.

scheduling bloodwork per physicj_én

4]24/08
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483.460(c) NURSING SERVICES

The facility must provide clients with ﬁursing
services In accordance with their needs.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facility's nursing services failed to ensure that
éach client received nursing services in
accordance with their needs, for one of the four
clients (Clients #1) included in the sample.

~ | The finding includes:

‘(Cross Refer W127) Observation at Client #1's

day program on April 4, 2008 revealed the client
did not receive his meal in accordance with his
prescribed dietary order (pureed with thickened
beverages). Review of Client #1's records on
April 4, 2008, at approximately 7:35 PM revealed
a speech and language evaluation dated August
1, 2007. According to the assessment, "Client
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W 325 | Continued From page 38 W 325
conducted as ordered.
2. Review of Client #1's record on April 4, 2008 Client #1's urine specimen will
at 2:19 PM revealed the client had a urinalysis on be collected. The. primary nurse
8_?;3%35'}3?: 2(-:?7r 5ur¥h§rt;zv§¥¥n°f thcea will ensure specimen is collected
E5LUILS reveaie rimary re’ i N -
physician signed the test and wrote a note and Sem:. to the l_aboratozfy. S/ 16/08
indicating a urine culture and sensitivity test '
should be done. Interview was conducted with
the Qualified Mental Retardation Professional
(QMRP) on April 4, 2008 to ascertain if the urine
culture and sensitivity had been completed. At
the time of the survey; the facility failed to provide
evidence that the urine culture and sensitivity test
- | had been completed. ’
W 331 W 331
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W 331 | Confinued From page 39 ' W 331 |Client #1's Health Management -
Modified Barium Swallow study was last Care Plan will be updated to .
conducted in May 2001 at Washington Hospital include the risk for aspiratiomn.| 5/16/08

| Center. A moderate to severe oral phase of o !
‘swallow was detected. Coughing and choking
were noted to occur after swallow initiation.”
Continued review of the assessment revealed a
recommendation that documented |, "one to one’
supervision at mealtimes.-is needed.” The
assessment also documented that Client #1
tolerated a "blenderized pureed diet with
thickened liquids (pudding consistency)." It -
further described his eating at mealttmes and
indicated that he had "the tendency to shovel his
food..."

Review of Client #1's'Health Management Care
Plan dated July 7, 2007 on April 3, 2008 at 6;23 .
PM revealed several documented risk
areas/conditions. Further review of the care plan
failed to indicate any information regarding the
client being at risk for aspiration. Additionally, the
care plan failed to document any. risk
management procedures to be utilized to assist
Client #1 during meals. ‘
W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368

The system for drug administration must assure
that all drugs are administered in complxance with
the physician's orders.

This STANDARD is not met as evidenced by:

- Based on interview and record review, the facility
failed to ensure that medications were
administered in compliance with the physician's
orders, for one of four clients (Client #3) included
in the sample.

The ﬁnd'ing includes:
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W 368 | Continued From page 40 W 368| Client #3. Vitamin E will be

o ‘ . dispensed from the pharmacy with
Reviéw of Client #3's medical record on April 3, 1 his other medications on a monthly
2008 beginning at 5:30 PM revealed a Physician’s basis. The primary nurse will o
Order (POS) dated March 2008. Further review - ; ) :
of the POS revealed that the client was
prescribed Vitamin E Softgel 400 Unit Capsules
twice daily for nutritional supplement. At 5:44
PM, review of the client's Medication
Admlmstratlon Record (MAR) revealed the
Vitamin E was not administered from August 186,
2007, through August 23, 2007. Continued
review of the MAR (on the back side) revealed on
that the Vltamln E had not been admlnlstered
because if was "not available.”

“ehsute that' all medications are |
delivered on a regulat basgis. {5/16/08

Interview was conducted with the facility's
Registered Nurse to ascertain information
regarding why the resident did not get the
medication. The RN indicated that she could not
remember why the medication was not
administered. She further revealed that the
Vitamin E was purchased over- the - counter and
it was the responsibility of the primary nurse to
make certain the medication was available. At
the time of the survey, the facility failed to provide
- evidence that the medication prescribed by the
physician for Client #3 was consistently given in
compliance with the physician’s orders.

W 440 | 483.470(i)(1) EVACUATION DRILLS . - W 440

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to hold -evacuation drills quarterly on all
shifts.
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W 440 | Continued From page 41 ’ W 440
‘| The finding includes: ’ In the future, the facility will -
{ ; ) H M April 2 conduct a fire drill quarterly
nterview with the House Manager on Apnl £,  |during each shift. The QMRP and

2008, at 1:10 PM revealed the direct care staff.

 were assigned the following shifts of duty: Residential Manager will review

_ fire drill recoeds quarterly and
Weekends/Weekdays . " |provide training on fire safety.{ 6/20/08
8:00 AM -4:00 PM : -

4:00 PM -12:00 AM
12:0_0 AM - 8:00 AM

Weekends for 1:1 staff .
8:00 AM - 8:00 PM
8_:00 PM -8:00 AM

Review of the fire diill records on April 2, 2008,
revealed that there was only one fire drill
conducted on the 8:00 AM - 4:00 PM shift (March |’
4, 2008) for the entire year. At the ime of the
survey, the facility failed to provide evidence that
evacuation drills were conducted quarterly for
each shift of personnel. ' '

FORM CMS-2567(02-99) Previous Versions Obsalate Event ID: @X2011 Facibity ID: 09G037 If confinuation sheat Page 42 of 42



From: To:HRA

05/09/2008 13:02

#226 P.044/065

PRINTED: 04/25/2008.
FORM APPROVED

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

09G037 .

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

04/04/2008

NAME OF P

cCMS

ROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3815 ALBERMARLE STREET NW
WASHINGTON, DC 20008

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) i

1 600

1.047]

|

INITIAL COMMENTS

An annual relicensure survey was conducted
from_April 2, 2008 through April 4 2008. A
random sample of four residents was selected’
from a residential population of seven males with
mental retardation and other disabilities. The
survey findings were based on observations in
the group home and at four day programs,
interviews and a review of records, including
unusual incident reporis. .

3502.5 MEAL SERVICE / DINING AREAS

Each GHMRP shall be responsible for ensuring
that meals, which are served away from the

| GHMRP, are suited fo the dietary needs of4

| residents as indicated in the Individual
Habilitation Plan.

This Statute is not met as evidenced by:
Based on observation, interview and record’
review, the GHMRP failed to ensure that meals
served away from the GHMRP suited the _
residents dietary needs, for one of four residents
(Resident #1) included in the sample.

The finding includes:

The facility failed to ensure the day program staff
pravided Resident #1 with meals that were
 prepared in accordance with his prescribed
dietary order.

Observation of the dinner meal on the evening of
April 2; 2008 at approximately 5:47 PM and staff
interview revealed Resident #1 was served fish

sticks, creamed corn, collard greens, milk, water

-1 and peaches. Resident#1's meal was pureed

and his beverages were thickened. A staff
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member was further observed fo be situated next
to the client during his meal. It should be noted
that the resident was aiso observed to be :
edentulous. Review of Resident #1's April 2008
Physician's Orders on April 3,2008 at 4:47 PM -
revealed he was prescribed a low sodium, low fat,
low cholesterol pureed diet and thickener was to
be added to his liquids.

Observation at Resident #1's day program on
April 4, 2008 at approximately 11:48 AM revealed
the ciient seated at a table in a room eating lunch
with his peers. Closer observation and interview
with the day program staff revealed the resident
was eating greens, breaded fish fillet, macaroni
and cheese; juice and milk. It should be noted
however, that Resident #1's fish fillet was cut up
into bite sized pieces; the macaroni and cheese
and the prepared collard greens wére portioned
and served without any special modifications to

| their form and/or consistency as required by
Resident #1's dietary order. Continued
observation revealed that staff were presentin
the dining room but intermittently left the room.
Day program staff was not observed to be
continuously by his side during the lunch. -

While the Resident #1 was eating his lunch, the
day program staff monitoring the meal was asked
if she was aware of the client's dietary order and
aware that the resident had not received the
correct textured diet. The staff person
acknowledged the client's dietary order as a
pureed diet with thickened beverages, but failed
fo intervene with the served rmeal in order to
provide the client with the correct textured diet.
Due to the staff members failure to address the
observed food texture concern, the staff member
was asked who was responsible for preparing the
residents' meals at the day program. The staff

Heaith Regulation Administration .
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member replied that it was the responsibility of
another staff member at the day program and
further indicated that the responsnble staff person
was in the kitchen. .

inten/iew was conducted with the staff person
responsible for preparing Resident #1's meal on
April 4, 2008 at 11:52 AM to asceriain if she was
aware of Resident #1's prescribed dietary order.
According to that staff person Resident #1's meal
was to be pureed or chopped. The staif member
further revealed a document, located in the
kitchen, that indicated Resident #1 was to receive
a No Added Salt (NAS), low fat, low cholesterot
pureed diet with thickened liquids. VWhen the
staff member was informed of the consistency of
the meal that was served to Resident #1, she
indicated he could eat it in the manner it was
served.

| Interview was conducted with the day program

nurse on April 4, 2008 at 12:04 PM that revealed
Resident #1 was to have a pureed diet due to
being at risk for aspiration. When the nurse was
infarmed that Resident #1's meal was not served
as prescribed, she immediately stopped the
resident from eating and told the kitchen staff
person to prepare another meal for him in
accordance with his dietary order (pureed). At
the time of the survey, the facility failed to ensure
the day program provided Resident #1's meal in
accordance with his prescribed dietary order.
(See also Federal Deficiency Report Citation
W127)

3505.5 FIRE SAFETY

Each GHMRP shall conduct simulated fire drills in
order to test the effectiveness of the plan at least

four (4) times a year for each shift.

1047

1135
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This Statute is not met as evidenced by:

Based on interview and record review, the
GHMREP failed to provide evidence that simulated
fire drills were conducted at least four times a
year for each shift.

The finding includes:

Interview with the House Manager on April 2,
2008 at 1:10 PM revealed the direct care staff
were assigned the following shifts of duty:

Weekends/Weekdays
8:00 AM - 4:00 PM
4:00 PM - 12:00 AM
12:00 AM - 8:00 AM

Weekends for 1:1 staff
8:00 AM - 8:00 PM
8:00 PM - 8:00 AM

Review of the fire drill records on April 2, 2008,
revealed that there was only one fire drill
conducted on 'the 8:00 AM - 4:00 PM shift (March
4, 2008) for the entire year. At the time of the
survey, the facility failed to provide evidence that
evacuation drills were conducted quarterly for
each shift of personnel.

(See also Federal Deficiency Report Citation
W440)

1 161 3507.2 POLICIES AND PROCEDURES

The manual shall be approved by the goveming
body of the GHMRP and shall be reviewed at
least annually.

1135

161
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In the future, the facility will
ensure that the policy and pro—
cedure manual be reviewed
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! This Statute is not met asAevidenced by:

Based on interview and record review, the
GHMRP failed to provide evidence that its
governing body reviewed its policies and
procedures annually.

| The finding includes:

Interview with the former House Manager and
review of the policy and procedure manual on
April 2, 2008 at 3:46 failed to provide evidence
that the governing body reviewed its policies and |
procedures annually. According to the policy and-
procedure manual the last date the governing
body reviewed the manual was on November 21,
2006.

3508.1 ADMINISTRATIVE SUPPORT

"t Each GHMRP shall provide adequaie

administrative support {o._efficiently meet the
needs of the residents as required by their
Habilitation plans.

This Statute is not met as evidenced by:

-| Based on observation, interview and record

review, the GHMRP failed to ensure adequate
administrative support had been provided o
gfficiently meet the needs of the residents as
required by their habilitation plans, for three of the
four residents (Residents #1, #3, and #4)
included in the sample.

The finding includes:
1. The QMRP failed to ensure staff were

effectively trained to implement Client #3's
Behavior Support Plan. [See W194]

1180

1161 annually by the ?rogrém Director} 5/23/08
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2. The QMRP failed to ensure a comprehensive
functional assessment of behavioral needs was
conducted for Client #4. [See W214] - ’

3. The QMRP failed to ensure objectives ,
documented in the Individual Program Plan (IPP)
were stated separately, in terms of a single

.| behavioral outcome for Client #3. [See W229]

| 4. The QMRP failed to ensure that Client #3

received continudus active treatment services
and needed interventionis. [See W249]

5. The QMRP failed to ensure that prior to the
use of more restrictive techniques, the client's
record documented that programs incorporating
less intrusive techniques had been attempted and
were ineffective. [See W278] '

6. The QMRP failed to ensure Client #3's
behavior support plan and corresponding data
collection forms were effectively monitored.

Interview with the QMRP and review of Client
#3's records on April 4, 2008 at 12:39 PM
revealed the client had a Behavior Support Plan
(BSP) dated November 26, 2007. The plan - -
documented that Client #3 had challenging
behaviors of non-compliance, physical
aggression, eloping, spitting, hoarding,
masturbation, repetitive fiddling, touching others
and pulling his hair. :

Continiued review of the BSP on April 4, 2008
revealed intervention strategies (verbal )
redirection and touch control) were used to assist
Client #3 with his challenging behaviors.
According to the plan, verbal redirection was to
be used by staff whenever Client #3 was about to

1180
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3. Cross reference W229

4. Cross reference W249

5. Cross reference W249

6. Cross reference W159 #6 5/23/08
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targeted behaviors.. The plan further indicated
that touch control was to be utilized if the verbal
redirection did not work and only if the situation
was serious or important. The plan cautioned
that touch control "should be a last resor{" and
used "only if quick action is required.” The plan
additionally docurmnented that staff were
responsible for documenting the "total
frequencies of [Client #3's] behaviors and the
frequencies of staff intervention steps” on the
behavioral data sheet. ' '

Review of the corresponding data cotlection
farms on April 4, 2008 at 10:32 AM revealed
evidence that Client #3 exhibited challenging
behaviors monthly. The data collection form was
designed for staff to document the frequency that
each behavior ocecurred and the intervention
strategy (either verbal redirection or touch
control) that was used. Confinued review of the
data collection forms however, revealed several
occasions where intervention strategies were not
| utilized in accordance with Client #3's BSP when
targeted behaviors were exhibited. For example:

a. May 7, 2007 (12:00 AM to 8:00 AM shiff) - The
data collection form documented that Client #3
engaged in 1 incident of hoarding items, 2
incidents of pulling his hair, 1-incident of repetitive
fiddling with objects, 2 incidents of
non-complance, and 3 incidents of inappropriate
masturbation. Review of the intervention
strategy documentation for the aforementioned
date revealed that one instance of touch control
was the only intervention ufilized.

b. May 12, 2007 (12:00 AM to 8:00 AM shift) -
The data collection form documented that Client
#3 engaged in 1 incident of repetitive fiddling with
objects, 1 incident of spitting on people and 3

Health Regulation Administration
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incidents of inappropriate masturbation. Review
of the intervention strategy documentation for the
aforementioned date revealed no |ntervent10n
strategies were implemented.

¢. May 22, 2007 (12:00 AM.to 8:00 AM shlﬂ) -
The data collection form documented that Client

| #3 engaged in 3 incidents of pulling his hair, 3

incidents of spitting on people and 2 incidents of

| inappropriate masturbation. Review of the
intervention strategy documentation for the
aforementioned date revealed that touch control |

(two times) was the only intervention utilized.

'd. May 23, 2007 (12:00 AM to 8:00 AM shift) -

The data collection form documented that Client
#3 engaged in 1 incident of spitting on people and
3 incidénts of inappropriate masturbation.

Review of the intervention strategy
documentation for the aforementioned date

| revealed that touch control (three times) was the

only intervention utilized.

e May 25, 2007.(12:00' AM fo 8:00 AM shift) - -

The data collection form documented that Client
#3 engaged in 3 incidents of spitting on people
and 3 incidents of inappropriate masturbation.
Review of the intervention strategy
documentation for the aforementioned date
revealed no intervention strategies were
implemented.

£, May 26, 2007 (8:00 AM fo 4:00 PM shiff) - The
data collection form docurhented that Client #3
engaged in 3 incidents of hoarding items, 4’
incidents of pulling his hair, 1 incident of repetitive
fiddling with objects, 4 incidents of
non-compliance, 3 incidents of aggression to
others and 3 incidents of elopement related

.| behavior. Review of the intervention strategy
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documentation for the aforementioned date
revealed no intervention strategies were
implemented. .

g. May 31, 2007 (12:00 AM to 8:00 AM shift) -
The data collection form documented that Client
#3 engaged in 1 incidents of hoarding items.
Review of the intervention strategy
documentation for the aforementioned date

' revealed no intervention strategies were

implemented.

h. May 31, 2007 (800 AM to 4:00 PM shift) - The
data collection form documented that Client #3
engaged in 3 incidents of inappropriate
masturbation. Review of the intervention strategy
documentation for the aforementioned date
revealed no intervention strategies were
implemented.

i. June'12, 2007 (12:00 AM to 8:00 AM shift) -
The data collection form documented that Client
#3 did not engage In any of his targeted
hehaviors but touch control was used as an

intervention strategy twice.

j. June 16, 2007 (12:00 AM to 8:00 AM shift) -
The data collection form documented that Client
#3 did not engaged in 8 incidents of spitling on
people. Review of the intervention strategy
documentation for the aforementioned date
revealed no intervention strategies were
implemented.

At the time of the survey, the facility failed to
provide evidence that the QMRP effectively
monitored Client #3's BSP to ensure that the data
collection and/or the implementation of
intervention strategies were completed/conducted
in accordance with the BSP. (See also Federal

1180 ' T
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Deficiency Report Citation W158)

7. The facility’'s Governing Body failed to monitor
and/or revise its operation directions to ensure
the facility's environment was appropriate and
provided for the health and safety as well as
active treatment services for Client #1.

Observation at the residential facility on Aprii 2,
2008 at approximately 4:41 PM revealed Client
#1 entering the facility. The client required the
assistance of two direct care staff (one on each
side of the client) to ambulate to the recliner chair
that was located in the living room. Interview with
staff on April 2, 2008 at approximately 5:02 PM

revealed that Client #1 required the support of at

least two people to ascend the exterior front

| stairwell in order to enter the facility. Staff further

revealed that Client #1 sometimes must be
carried up the stairwell. :

"Observation of at the residential facifity on April 4,
| 2008 at approximately 3:44 PM revealed Client

#1 entering the facility with the assistance of
three staff members. The staff were positioned
behind, to the right, and.in front of Client #1 in
order to assist him into the facility. While
ambulating from the front entrance to the recliner
chair, the client was observed to have the
assistance of two staff persons.

Interview was conducted with the Qualiified
Mental Retardation Professional (QMRP) and
former House Manager (HM) on April 4, 2008 at

| 5:26 PM to ascertain information about the

aforementioned concern regarding Client#1 ‘s
ambulation Into/out of and around the facility.
According to the interview, Client #1 was being
assessed to transition to another residential
placement. The QMRP reveaied that on March
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| 12, 2008 the interdisciplinary team initiated a plan
that would include Client #1 moving to a more
barrier free environment. The plan consisted of
acquiring a physical therapy assessment,
obtaining a neurological evaluation and a
cardiology evaluation. The team further agreed
o reconvene regarding the matter in thirty days.
It should be further noted that the former HM
revealed that the facility had been meeting with
the Department of Disability Services (DDS)
since 2006 regarding Client #1 transitioning out of
the facllity. Continued interview with the former
HM revealed that since 2006 Client #1's case
manager has changed and the change caused a
delay in his transition into another home. The
former HM also revealed that the client's
functioning had decreased with in the past year.
Interview with the nurse on April 3, 2008 at 6:00
PM also revealed that Client #1 needed a more
barrier free environment.

Review of Client #1' s records on April 4, 2008 at
5:25 PM revealed a social work assessment
dated August 2, 2007. According to the review of
the assessment, the consultant recommended to
"locate a facility that is barrier reduced for his
placement " At the time of the survey, the
governing body failed to ensure the matter
regarding Client #1's new placement had been
adequately addressed in order to provide a more
barrier free living environment. (See aiso Federal
Deficiency Report Citation W104)

1203 3509.3 PERSONNEL POLICIES 1203
Each supervisar shall discuss the contents of ]ob
descriptions with each employee at the beginning
employment and at least annually thereafter.

This Statute is not met as evidenced by:
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Based on interview and record review, the
GHMRP failed to provide evidence that the
supervisor discussed the contents of job
descriptions with each employee at the beginning
of their employment and annually thereafter.

The finding includes:

Interview with the former House Manager and
review of the GHMRP's personnel files on April 2,
2008 at 12:00 PM revealed the GHMRP failed to
provide evidence that eight direct care staff had
the contents of their job descriptions discussed-
with them at the beginning of their employment
and/or annually thereafter.

3509.6 PERSONNEL POLICIES |

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties. .

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure that each employee,
prior fo employment and annually thereafter,
provided evidence of a physician's certification
that documented a health inventory had been
performed and that the employee's health status
would allow him or her to perform the required
duties.

The {finding includes:

1203

1206

The facility will ensure that alf
staff's job descriptions are
discussed and reviewed annually.
In the future, Managemesnt will

review employee filés monthly. 5/23/08

In the future, the facility will : |
ensures«that all employees
maintain a current health status|
In the future, Management will

review employvee files monthly. 5/23/08
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Interview with the former House Manager and
review of the GHMRP's personnel files on April 2,
2008 at 12:00 PM revealed the GHMRP failed to
provide evidence that current health certificates
were on file for four staff. '

| 229 3510.5(f) STAFF TRAINING

-- Each training programshail include, but not be
limited to, the following:

| (f) Specialty areas related to the GHMRP and the
residents fo be served including, but not limited

. to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
iechnologies;

This Statute is not met as evidenced by:
Based -on observation, interview and record
review, the GHMRP failed to ensure staff were
effectively trained on the implementation and
documentation of each resident's behavior

- support plan for one of the four residents
(Residents #3) included in the sample. -

The finding includes:

The facility failed to provide evidence that the
direct care staff were able to demonstrate
competency in the implementation of Client #3's
Behavior Support Plan (BSP). :

Observation on Client #3 on April 2, 2008 at 5:12°
PM revealed the client standing in the dining
room with a plastic egg in his hand. The client
was observed to open and close the egg several
| times. The client was also observed inserting his
index finger in the egg then rubbing his finger
across his lower lip on several occasions. It
should be noted that at least one direct care staff

I 206

1229 Cross reference W159, W249 5/23/08
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was present.and witnessed the activity.

Interview with the Qualified Mental Retardation

Professional (QMRP) and review of Client #3's
records on April 4, 2008 at 12:39 PM revealed the
client had a BSP dated Novernber 26, 2007. The
plan documented that Client #3 had several
challenging behaviors including repetitive fiddling.
The plan further documented strategies that
incorporated the use of verbal redirection and/or
if necessary touch control whenever Client #3
engaged in any of his targeted behaviors.
Additionally, the plan included the-useof1:1
staffing supports at all times to assist the client
with addressing all of his targeted behaviors
During the aforementioned observation, staff was
not observed to initervene and/or address the
client's fiddling. Furthermore, throughout the
survey, Client #3 was not observed to have 1:1
staffing supports at all times.(See also W249). At
the time of the survey, the facility failed to ensure
staff were able to demonstrate skills necessary io.

. implement Client #3's behavior support plan

consistently and as outlined. (See Federal
Deficiency Report Citation W194)

351910 EMERGENCIES

In addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Department of
Heaith, Health Facilities Division of any other
unusual incident or event which substantially
interferes with a resident ' s health, welfare, living
arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written nofification within
twenty-four (24) hours or the next work day.

[ 229

1379
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This Statute is not met as evidenced by:

Based on record review, the GHMRP failed to
ensure the Department of Health, Health
Facilities Division was immediately notified,
followed by written notification within 24 hours, of
unusual incidents that substantially interfered with
a resident's health, for one of the four residents
(Resident #1) included in the sample.

The finding includes:
Review of the facility's incident feports on April 2,

2008, beginning at 10:23 AM revealed an incident
involving Resident #1 dated February 27, 2008.

{ According to the report, Resident#1 was

observed to be non responsive and was
transferred via ambulance fo the emergency
room. Further review of the incident report
revealed the GHMRP notified the Department of
Health about the aforementioned incident on
February 29, 2008 (two days after the incident).
At the time of the survey, the GHMRP failed to
ensure the Department of Health was notified of
#1's incident immediately and followed by written
notification within 24 hours as required.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evaluation, inciuding idenfification of
developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
resident. :

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure general and

1379

1401

Cross reference WL4Y 6/3/08 B
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preventative care services; for two of the four
residents (Resident #2 and #4) included in the
sample. '

The finding includes:

1. Observation of Client#4 at the residential
facility on April 2, 2008, at 5:14 PM revealed the
client was sucking his thumb. Closer observation
revealed the client’s fingernails were missing on
both of his thumbs. The exposed area on gach
thumb appeared to be discolored (brownish pink).
Interview with the former House Manager (HM) at
6:42 PM revealed that the client had an infection
on both thumbs that would not heal because of
the client's continuous thumb sucking béhavior.
Additionally, the forrmer HM revealed that the
client thumbs weére being treated for an infection.

Review of Client #4's medical record on April 4,
2008 at 5:17 revealed the client was seen by the
dermatologist on July 17, 2007. According to the
dermatological consultation form, the client was
diagnosed with chronic paronychia affecting both
thumbs that was secondary to his thumb sucking
and behavioral nail trauma. The dermatologist

" prescribed Triamcinoloone Cream to be applied
on the client's thumbs twice daily for three weeks.
- Additionally, the dermatologist recommended
Castellani Paint to be applied once daily to deter
the client from sucking his thumbs. Continued
review of the consultation form revealed that the
dermatologist documented that the Castellani
Paint "would not initiate systemic antifungals as
the problem is caused by a behavior. The foul
taste of the Castellani Paint will deter thumb
sucking and be therapeutic due to antifungal
properties.” It should be noted that interview with
the nurse verified that Client #4's thumb sucking
was a behavior and his nails would not heal until

1401

l. The facility's psychologist
will clarify,- revise, and expand
Client #4's BSP of SIB to inmclud
thumbsucking. An inservice will
be held on 5/23/08 to train the
‘lemployees on the i:evised BSP.

{4

5/14/08
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“the thumb sucking ceased. Atthe time of the

survey, the facllity falled to provide evidence that
services were being provided to effectively treat
Client #4's thumbs. .

2. Review of Client #2's record on April 4, 2008
at 7:04 PM revealed the client was seen by an
audiologist. Review of the consultation form -
revealed the client was recommended 1o return
after his ears were cleared. Interview was
conducted with the Qualified Mental Retardation
Professional (QMRP) at approximately 7:10 PM
to ascertain if the client had retumed for the
audiological revisit and/or find out if the revisit
was scheduled. At the time of the survey, the
facility failed to provide evidence that Client #2
was seen for a follow up audiological visit.

(See also Federal Deficiency Report Citation
W322)

3. The facility failed to ensure Resident #1
received Toutine laboratory studies.

a. Review of Client #1's April 2008 Physician's
Orders on April 3, 2008 at 4:47 PM revealed
orders that documented the client receive

laboratory tests including HBA1C every 3 months |

and a Liver Function Test (LFT) every 6 month.
Interview with the nurse via telephone on April 4,
2008 and continued review of Client #1's record

| failed to provide evidence that the

aforementioned recommended tests were
conducted as ordered. ‘

b. Review of Client #1's record on April 4, 2008
at 219 PM revealed the client had a urinalysis on
October 23, 2007. Further review of the
urinalysis results revealed the primary care
physician signed the test and wrote a note
indicating a urine culture and sensitivity test
should be done. Interview was conducted with

1401

2. Cross reference W322

3 a“aC ruvss- reference W325 #1

3b. Cross reference W325 #2

5/15/08

4/24/08

5/16/'“08
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Based on observation interview and record
review, the GHMRP failed to ensure habilitation,
training and assistance was provided to its
residents in accordance with their Individual
Habilitation Plan(s), for one of the four residents
(Resident #3) included in the sample.

The finding includes:

buring the entrance conference on April 2, 2008,
at-approximately 9:40 AM, interview with the
former House Manager (HM) revealed that Client
#3 received 1:1 supervision for eight (8) hours
daily. The former HM further revealed that Client

the day program. The special staffing support
was implemented to assist Client #3 with
addressing maladaptive behaviors of elopement,
aggression and self injurious behaviors.

2008 (between 4:31 PM and  6:35 PM) and
observation of Client #3 on April 3, 2008 at his

#3 received the 1:1 staffing supporis only while at

Observation of Glient #3 on the evening of April 2,
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the Qualified Mental Retardation Proféssional
(QMRP) on April 4, 2008 to ascertain if the urine
_culture and sensitivity had been completed. At
the time of the survey, the facility failed to provide
evidence that the urine culture and sensitivity test
had been completed. - .
(See also Federal Deficiency Report Citation
Ww3z25) . : :
1 422| 3521.3 HABILITATION AND TRAINING 1422
Each GHMRP shall provide habilitation, training |
and assistance to residents in accordance with |
the resident ' s Individual Habilitation Plan.
This Statute is not met as evidenced by:
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-day program (from 11:56 AM-12:14 PM) verified
the aforementioned staffing supports. Client#3
was not observed to have a 1:1 staff while in the
residential facility but was observed to have the

| assistance of the 1:1 staff person while at the day

program.

Interview was conducted with Client #3's 1:1 staff
on April 3, 2008 at 12:08 PM to ascertain
information regardirig the 1:1's responsibilities.
According to the interview, the 1:1 staff revealed
that he/she provided 1:1 support for Client #3
Monday through Friday. The 1:1 further indicated’
that Client #3 had behaviors of elopement and
aggression and having 1:1.supports assisted the
client with addressing those behaviors. .

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of Client #3's
records on April 4, 2008 at 12:39 PM revealed the
client had a Behavior Support Plan (BSP) dated
November 26, 2007. The plan docurmented that
Client #3 had challenging behaviors of
non-compliance, physical aggression, eloping,
spitting, hoarding, masturbation, repetitive
fiddling, touching others and pulling his hair.

Continued review of the plan revealed a section
entitled, "Need for 1:1 Staffing." According fo that
| section, the plan documented that "Client #3 is
primarily a danger fo himself and/or others

| without a 1:1 staff person at all times. He hasa

psychiatric Axis [: Impulse Control Disorder and
his behaviors are unpredictable day, night,
weekends, upstairs, downstairs, on the van and
anywhere at anytime. For example, [Client #3]
may at any moment suddenly-attempt to elope or
he may grab another person sexually. To aless
dangerous extent he may embarrass himself or

1 422
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anytime without a 1:1 staff person monitoring his
behaviors around others, in front of windows,
etc... [Client #3] does much better when a familiar
staff person is next to him, immediately next to
him.” The plan further documented that the
"[Client #3] is also a danger to others when he is
not properly redirected by someone such as a
1:1, as he may be more aggressive at these
times. It should be noted that the aforementioned
information was found not only in the BSP dated
Novemnber 26, 2007 but also in Client #3's -
previous BSP's dated February 21, 2007 and
August 9, 2007. ’

Review of the corresponding data sheets _
between the months of April 2007 and June 2007
revealed the following information regarding the
frequency of Client #3's exhibited chailenging
behaviors of elopement, inappropriately touching
others, pulling his hair and aggression. .Far
example: '

April 2007 - 1 incident of touching others and 78
incidents of pulling his hair.

May 2007 - 3 incidents of elopement, 3 touching
others, 73 incidents of pulling his-hair, 7 incidents
of aggression.

June 2007 - 1 incident of elopement, 11 incidents
of touching others, 70 incidents of pulling his hair,
and 21 incidents of aggression.

Review of the facility Psychotropic Medication
Review forms on April 3, 2008 at  5:31 PM
revealed the client engaged in incidents of the
aforementioned challenging behaviors as detailed
below: .

July 2007 - 1 incident of elopement related
behavior, 1 incident of touching others, 158
incidents of pulling his hair, and 8 incidents of

L
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aggression. : o : :

August 2007 - 1 incident of touching cthers, 69 Cross reference W249 ' 5/14/08
incidents of pulling his hair, and 11 incidents of :

aggression,

September 2007 -2 incidents of elopement
behavior, 4 incidents of touching others, 185
incidents of pulling his hair, and 7 incidents of
aggression.

it should be noted that review of the client's
records reveaied the client continued to engage
in the aforementiored challenging behaviors
through March 2008. At the time of the survey,
the facility failed to ensure Client #3 was provided
with continuous active treatment including
needed supports to address his challenging
behaviors.

{See also Federal Deficiency Report Citation
wW249)

1500 3523.1 RESIDENT'S RIGHTS 4 1500

Each GHMRP residence director shali ensure - Cross reference W104, W124, Wi20 | A
that the rights of residents are observed and : - B, W249, W262 5/23/08
protected in accordance with D.C. {.aw 2-137, this
chapter, and other applicable District and federal
laws.

This Statuie is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP failed to ensure the
protections of each client's righis.

The findings include:

(See Federal Deficiency Report Citations W102,
W122, W124, W249, W262, W263)
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An annual relicensure survey was conducted
from April 2, 2008 through April 4 2008, A
randomn sample of four residents was selected
from a residential population of seven males with
mental retardation and other disabilities. The
“survey findings were based on observations in
the group home and at four day programs,
interviews and a review of records, including
unusual incident réports.

R 122 4701.2 BACKGROUND CHECK REQUIREMENT R122

Except as provided in section 4701.6, each
facility shall obtain a criminal background check,
and shall either obtain or conduct a check of the
District of Columbia Nurse Aide Abuse Registry,
before ernploying or using the contract services .
of an unlicensed person. :

This Statute is not met as evidenced by:

Based on interview and the review of records, the
GHMRP failed to ensure criminal background
checks had been obtained before employing or
using the contract services of an unlicensed
person.

The finding includes:

interview with the farmer House Manager (HM) CMS Persommel Dept. will review
and review of the personnel records on April 2, all records to ensure that:rall
L 2008 at 12:00 PM revealed that the GHMRP smployees have criminal back-—

failed to provide evidence that a criminal
background checks had been obtained prior to
employing and using the services of the new
house manager.

ground checks priox to working ]
in this facility. 5/23/08
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